SUMMARY Nine children had 10 attacks of the haemolytic-uraemic syndrome in an 11-month period. One child had 2 slight episodes. The remaining 8 children each had a severe attack which required peritoneal dialysis and, of these, the first 4 were also treated with heparin. All the patients survived without sequelae and the rate of recovery of dialysed patients was unaffected by the use of heparin. Peritoneal dialysis alone is therefore recommended as a simple and effective form of treatment for the haemolytic-uraemic syndrome. No infective aetiological agent could be identified and the distribution of HLA antigens among the children was unremarkable.
The haemolytic-uraemic syndrome (HUS) was first described 24 years ago.' It is characterised by acute renal failure, thrombocytopenia, and a haemolytic anaemia with schizocytes present in the blood film. It is rare in Britain but if it does occur it tends to do so as a small outbreak in young children, generally preceded either by a diarrhoeal illness or a slight infection of the upper respiratory tract.
The reported mortality of HUS has been as high as 67 %2 but more recently 95 % of patients have been reported to survive.f4 Treatment is generally directed to the management of anaemia and renal failure, and to treatment specifically aimed at halting the intrarenal intravascular coagulation believed to occur5 in the syndrome. This has included the use of corticosteroids,2 heparin,68 dipyridamole and aspirin, 9 and streptokinase.10 Because of its sporadic nature there has been little attempt at evaluating these agents in HUS, but in the few trials that have been undertaken7 no advantage could be shown over supportive treatment alone. This paper reports the results of treatment with and without heparin in two groups of 4 children all of whom received dialysis for HUS. Although not designed as a controlled trial the two groups were comparable.
Patients
All the children were (Tables 2 and 3 ). All the patients had typical blood films with schizocytes, fragmented cells, and pronounced thrombocytopenia. The lowest haemoglobin levels and platelet counts in both groups were similar. All the children had slightly raised plasma fibrin degradation products and normal fibrinogen levels, and all had normal clotting times except for slightly prolonged thrombin times. Complement levels were normal in all patients. The predialysis urea and bicarbonate levels were similar in the two groups. Case 3 had severe dilutionial hyponatraemia and hypokalaemia from fluid overload. The other dialysed patients also showed a tendency to develop hyponatraemia, and had either abnormally high or rapidly rising potassium values.
Nose and throat swabs, blood, urine, and stool specimens were all cultured bacteriologically. Viral cultures were also obtained, as were nasopharyngeal secretions for fluorescent viral antibody staining, and in addition stools were examined under the electron microscope for rotavirus. Acute There were no permanent sequaelae after 
peritoneal dialysis. Haemodialysis is recommended as the method of choice for treatment of severe HUS11, despite the complications associated with vascular shunts in children. In a study on 7 children (6 of whom survived) complications included a case of median and ulnar nerve paresis, and the need to amputate a finger. Dialysis by the peritoneal route is cheaper and simpler to perform, and requires considerably less expertise to initiate than does the insertion of a suitable vascular shunt in a small ill child. We feel that we have further demonstrated the effectiveness of peritoneal dialysis34 in this condition.
Case 3, who at 7 days had the longest period of predialysis oliguria, and Case 9, who at 4 days had the greatest duration of certain anuria, both took slightly longer than the other children to achieve normal platelet counts (9 and 10 days compared with a mean of 6 * 5) and needed longer periods of dialysis (14 and 13 days compared with a mean of 6 * 5 for the other 6 patients). The importance of early dialysis in improving survival in HUS has been stressed,12 and the necessity to avoid fluid overloading in acute renal failure has been emphasised. 13 Despite our small sample, the longer time taken for recovery in the 2 children who were diagnosed and treated later then the rest supports still further the policy of early intervention.
No bacterial or viral pathogens were identified from the admission specimens, and no rises in viral antibody titres were recorded. However Case 4 was the only child to have had a stool specimen taken in the early stages ofthe diarrhoeal illness 3 days before hospital referral is seen in Case 4 whose 4-month-old brother shared her prodromal diarrhoeal illness but did not go on to develop HUS. We performed HLA typing on most of our patients in order to see whether a genetic predisposition to develop the syndrome might be expressed by unusual HLA type distributions. However, the distribution was no different from that predicted to occur by chance ( The following articles will appear in future issues of this journal: 
